Figure 1 B scan demonstrating a shallow ciliochoroidal effusion
mechanism is a ciliochoroidal effusion with secondary rotation of the ciliary body about the scleral spur and a forward movement of the lens-iris diaphragm. The cause of the effusion is unknown but is of presumed inflammatory origin 3 . Joshi et a/. 1 examined aqueous samples removed at the time of cataract surgery and obtained negative results for cytomegalovirus and HIV.
Our patient was well known to the HIV service, unlike others who have presented with angle closure as the initial manifestation of HIV infection-r". Topical cycloplegic treatment constitutes the mainstay of therapy, together with topical steroids and beta blockers; oral acetazolamide may be used in addition if necessary. This form of angle closure is exacerbated by miotics and iridectomy. Pilocarpine increases contraction of the ciliary muscle, relaxing the ciliary zonules, and thereby shallows the anterior chamber". Iridectomy and miotics have been initially tried in these cases without any successl-", In order to treat medically unresponsive bilateral angle closure glaucoma in AIDS, Koster successfully used argon laser peripheral Iridoplasty-, and Ullman has suggested surgical deepening of the anterior chamber, drainage of suprachoroidal fluid and sector iridectomy".
Bilateral angle closure glaucoma in a young adult raises the possibility of HIV infection; medical therapy with cycloplegics, topical steroids and suppressants of aqueous humour formation is effective and should be instituted promptly. Miotic treatment should be avoided. Two cases of cutaneous lymphangitis carcinomatosa of different tissue origins are described. In each case the metastasis was an ear!y sign of the under! ying malignancy.
CASE ONE
A previously fit 50-year-old man presented with a 3-month history of skin lesions on his trunk and cervical lymphadenopathy. The patient underwent extensive investigations to locate the site of the primary tumour, including chest X-ray, bronchoscopy, laryngoscopy, upper gastrointestinal tract endoscopy, computerized tomography (CT) scans of head, neck, thorax and abdomen and sputum cytology: all were reported as normal. Biopsy of a supraclavicular lymph node revealed the presence of metastatic squamous cell carcinoma. Clinical examination of the skin lesion revealed a bizarre eruption on the anterior chest wall, neck and upper back which mainly affected the right side. This consisted of a patchy erythematous background with superimposed groups of ulcerated papules and nodules coalescing in places to form plaques (Figure 1) . The rash extended to below the level of the diaphragm on the right-hand side. The rest of the Histological examination of a skin lesion revealed metastatic carcinoma in the lymphatic channels in the middermis. Large pleomorphic cells showed evidence of dyskeratosis. The appearances were those of metastatic squamous cell carcinoma.
During the investigation he developed generalized symptoms of malignant disease. He was treated empirically with methotrexate and cisplatin for metastatic squamous cell carcinoma, but to no effect. His skin malignancy became very problematic with increasing ulceration and he required palliative treatment with electron beam therapy which produced little benefit. He died 3 months after his initial presentation. Post-mortem examination was not performed. An occult pulmonary origin for the carcinoma remains the most likely source.
CASE TWO
A man of 72 presented with an eruption over the left side of his chest which had been present for 4 months. He too had been in good health.
